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Differential diagnosis of dementia SIR,-Dr G P Mulley discusses the clinical differentiation of A1zheimer type dementias from vascular or multi-infarct type demnentias by the use ofthe "ischaemic score" described by Hachinski et all (31 May, p 1416). He states that the validity ofthis instrument has been verified neuropathologically.2 However, this study was of only 14 patients and has also been criticised on the grounds that only one cerebral hemisphere from each patient was examined, thereby potentially missing important lesions in the non-examined hemispheres.
A recent review of published reports on the differentiation of Alzheimer type dementias from multi-infarct dementias concluded "that this literature fails to provide sufficient support for the anemortm differentiation ofprimary degenerative dementia from multi-infarct dementia on the basis of clinical criteria" (emphasis in original).3 It also suggests that this is a subject in which there is opportunity for further research aimed at reliable methods of differentiation.
ANDREW CLARK There is evidence that certain components of event related potential and in particular the P300, which is said to be related to cognition, change not only with age but also in patients with dementia. 1-3 Goodin et al noted that 800/o of demented patients had P300 latency which exceeded the normal values for age by two standard deviations.' In contrast, fewer than 5% of non-demented patients with other diverse neurological conditions or with psychiatric illness had delayed responses.3 These results thus suggest that recording and measurement of the P300 response to auditory or visual stimulus may be helpful in differentiating patients who are truly demented from those who are suffering from pseudodementia (depression).
Visual evoked potentials have also been suggested to be useful in the diagnosis of senile dementia of the AlzheImer type as some workers have shown a ificantly delayed flash with normal pattern reversal response in patients with Alzheimer's type dementia.4s This anomaly is not seen in patients with depression, confusion, or other cerebral conditions causing cerebral atrophy. 
